Sir,
A 32-year-old female patient was admitted to our intensive care unit (ICU) with acute pancreatitis as a manifestation of newly-diagnosed systemic lupus erythematosus (SLE). On admission, sinus rhythm was present with incomplete right bundle branch block and a heart rate (HR) of 89 bpm (Figure 1(a) ). During the first night on the ICU, an intermittent ectopic ventricular rhythm with a heart rate of 83 bpm occurred (Figure 1 (b) and Figure 1 (c)). This rhythm had a left bundle branch block configuration without preceding P waves; however, there were P waves at the very beginning of the R wave which were not conducted via the His-Purkinje conduction system to the ventricle. As a result, there were competing atrial (sinus nodal) and ventricular rhythms at almost the same rate, representing AV dissociation and mimicking complete AV-block. This pattern was consistent with accelerated idioventricular rhythm (AIVR) originating from the right bundle branch. 1 In our patient, conversion from AIVR to normal sinus rhythm was always characterized by a slightly increased depolarization rate of the sinus node, leading to earlier excitation of the fascicle and thereby preventing ectopy from the right bundle branch (Figure 1(d) ). As such, diagnosis of AIVR is difficult, due to the very similar rates of the sinus node and the ectopic focus.
In patients with SLE, new onset of conduction abnormalities such as an atrioventricular block, intraventricular disturbances and prolonged QT interval may suggest a cardiac manifestation. 2, 3 In this context, small vessel vasculitis and myocardial fibrosis appear to play a pivotal pathogenic role. 4 Detection of anti-Ro/SSA antibodies in adults with SLE is associated with a prolonged QT interval, which is a risk factor for ventricular arrhythmia and sudden death in those patients. 5 50% of SLE patients have sinus tachycardia, 6 which is responsive to systemic steroid treatment 7 ; however, overall life-threatening arrhythmia is rarely reported.
Our patient presented with AIVR, an arrhythmia which has never been described in SLE before. The nature of this rare ventricular arrhythmia is usually benign, and anti-arrhythmic treatment or defibrillator implantation is not necessary, in most cases. 1 Cardiac involvement by SLE can be detected by cardiac MRI, 8 which could not be performed in our patient due to renal failure precluding the administration of MRI contrast agent; however, with continued steroids, her pancreatitis improved and AIVR did not occur anymore, suggesting both cardiac involvement and potential induction of AIVR in this case. While steroids do not have an anti-arrhythmic property per se, their administration may have ameliorated the arrhythmia by attenuating lupus-related inflammation 9 in our case. The patient remained in sinus rhythm during the rest of her hospital stay and we recommended regular presentation to a cardiologist on an outpatient basis. The present case demonstrates the features of an intriguing arrhythmia, possibly precipitated by and first described in SLE.
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